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Abstract
Background: NHS England’s Five Year Forward View (NHS England, Five Year Forward View, 2014) formally
introduced a strategy for new models of care driven by simultaneous pressures to contain costs, improve care and
deliver services closer to home through integrated models. This synthesis focuses on a multispecialty community
provider (MCP) model. This new model of care seeks to overcome the limitations in current models of care, often
based around single condition-focused pathways, in contrast to patient-focused delivery (Royal College of General
Practitioners, The 2022 GP: compendium of evidence, 2012) which offers greater continuity of care in recognition of
complex needs and multimorbidity.
Methods: The synthesis, an innovative combination of best fit framework synthesis and realist synthesis, will develop a
“blueprint” which articulates how and why MCP models work, to inform design of future iterations of the MCP model.
A systematic search will be conducted to identify research and practice-derived evidence to achieve a balance that
captures the historical legacy of MCP models but focuses on contemporary evidence. Sources will include bibliographic
databases including MEDLINE, PreMEDLINE, CINAHL, Embase, HMIC and Cochrane Library; and grey literature sources. The
Best Fit synthesis methodology will be combined with a synthesis following realist principles which are particularly suited
to exploring what works, when, for whom and in what circumstances.
Discussion: The aim of this synthesis is to provide decision makers in health and social care with a practical evidence
base relating to the multispecialty community provider (MCP) model of care.
Systematic review registration: PROSPERO CRD42016039552.
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Background
NHS England’s Five Year Forward View [1] formally in-
troduced a strategy for new models of care driven by
simultaneous pressures to contain costs, improve care
and deliver services closer to home through integrated
models. The combined aims of these new care models
are to reduce the high level of avoidable admissions [2]
and offer improved quality, outcomes and patient satis-
faction [1, 3–6].
Following a NHS England call to register interest in
delivering new care models for three types of “Van-
guards”: multispecialty community providers (MCPs),
care homes and integrated primary and acute care sys-
tems in January 2015 [7], the first wave of Vanguard sites
were selected in March 2015. Further waves, focusing on
urgent and emergency care (http://www.england.nhs.uk/
ourwork/futurenhs/5yfv-ch3/new-care-models/uec/) and
acute care collaborations, followed later in the year
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(http://www.england.nhs.uk/ourwork/futurenhs/5yfv-ch3
/new-care-models/acute-care-collaboration/).
Our evidence synthesis focuses on multispecialty
community providers (MCPs); the expectation is that
MCPs will eventually become integrated providers of
out-of-hospital care. This new model of care seeks to
overcome the limitations in current models of care,
often based around single condition-focused pathways,
in contrast to patient-focused delivery [8] which offers
greater continuity of care in recognition of complex
needs and multimorbidity. The case for integrated
care is reinforced by the need to develop whole-
system working [9] which includes greater patient and
community involvement [10]. The MCP models of
care therefore signal a growing shift towards greater
community involvement and collaboration with the
voluntary sector.
Methods and design
Objectives
The aim of this synthesis is to provide decision makers in
health and social care with a practical evidence base relat-
ing to the multispecialty community provider (MCP)
model of care. The synthesis, based on realist principles,
will develop a “blueprint” which articulates how and why
MCP models work, to inform design of future iterations
of the MCP model. We believe this synthesis will support
decision makers in a range of settings, by:
 Supporting the required local evaluation of the MCP
sites
 Enabling shared learning for the design and delivery
of the MCPs in a timely way
 Informing policymakers of the “active ingredients”
for successful new models of care
Specifically, the objectives of the synthesis are to:
 Articulate the underlying programme theories (what it
is about each programme which will result in the
desirable change/s) of the MCP model of care, by
mapping the logic models of the 14 MCP
demonstrator sites, alongside other key documentation,
prioritising key theories for investigation
 Identify sources of theoretical, empirical and practice
evidence to test the programme theories identified
 Appraise, extract and analyse evidence, reconciling
confirmatory and contradictory evidence
 Develop the synthesis, producing a “blueprint” to
explain how the mechanisms used in different
contexts contribute to outcomes and process variables
 Consult with key stakeholders from selected MCP
demonstrator sites to validate findings and to test
applicability to different contexts
 Finalise the synthesis, incorporating stakeholder
feedback
 Disseminate the findings, preparing a series of
practical tools to support knowledge mobilisation
A full list of programme theories, interventions and
mechanisms will be extracted from the logic models
developed by the Vanguards [11]. In accordance with
our identified methodology, we will identify an a priori
“best fit” framework which is both relevant to the con-
text of integrated health and care services and meaning-
ful to the intended audience for our final synthesis. We
will use the a priori framework to code underlying
programme theories of the current MCP Vanguards and
mechanisms identified. These will be prioritised with the
support of the Project Advisory Group. The logic models
developed by the Vanguards typically follow the model
recommended in the Magenta Book [12] which lends it-
self to the CIMO (context, intervention, mechanisms,
outcomes) [13] framework with which we intend to plan
the search strategy.
Review question(s)
 What are the foremost theories of change inherent
within the MCP model of care?
 What seem to be the “active ingredients” which
should inform design of MCP models of care?
 What are the social and cultural conditions which
influence (enabling and blocking) change within
MCP models of care and how do these mechanisms
operate in different contexts?
 What are the key knowledge gaps and uncertainties
in relation to the design, implementation and
evaluation of MCP models of care?
Search process
A systematic search will be conducted to identify research
and practice-derived evidence between January 2000 and
December 2016. This will achieve a balance that captures
the historical legacy of MCP models but focuses on con-
temporary evidence. Sources will include bibliographic da-
tabases including MEDLINE, PreMEDLINE, CINAHL,
Embase, HMIC and Cochrane Library; and grey literature
sources such as the King’s Fund and Nuffield Trust.
Candidate search terms will be identified by analysing
documentation, including logic models, from the current
MCP demonstrator sites. These will be reviewed by the
project team, with particular support from the Vanguards
Relationship Lead; we will also seek advice from the
Advisory Group setup to support the synthesis. The
Advisory Group represents key stakeholder groups, with
membership including senior leaders from three MCP
Vanguards, a community NHS Trust, a Clinical
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Commissioning Group and NHS England; members of
the public; and the University of Sheffield (the objectives
of the Group are included as an Additional file 1).
Given the difficulties in searching for evidence in social
science fields [14], particularly with regard to concepts re-
lated to integrated care (i.e. inconsistent definitions, chan-
ging terminology), we will check the reference lists of
included evidence, to identify additional evidence. As evi-
dence is likely to be distributed across a wide variety of
professional and managerial evidence sources, we do not
plan to use formal hand searching of a select list of re-
sources. Instead, we will systematically follow up citation
networks using both the Google Scholar “cited by” func-
tion and formal Web of Science citation searching.
The scope of the search will include international litera-
ture within a developed country context to ensure inclusion
of relevant literature of appropriate mechanisms—defined
as [15]: “the interaction between what the programme pro-
vides and the reasoning of its intended target population”.
For example, a model based on mutuality, perceiving ser-
vice users/patients as partners involved in decision making
might involve a range of mechanisms relating to relation-
ships with local communities. However, we acknowledge
that findings from other health systems do not always
transfer well to NHS settings [16] and may yield indicative
rather than definitive findings.
We do not propose to include non-English language
studies for the following reasons:
 Our methodology incorporates realist principles
which emphasise the importance of context,
privileging relevance over rigour. Although non-
English papers will address some activities and
mechanisms relevant to MCPs, it is the combination
of those activities and mechanisms within the NHS
setting which is particularly important. Including
non-English papers would compromise the fidelity
of the synthesis to the target setting/context.
 Logistically, including translation of papers would
add both time and costs, for arguably little
additional value.
Based on early plans of existing MCPs, we have identi-
fied a core set of potential search terms which capture
the common features and activities of MCP models of
care (these are included as an Additional file 2).
We have described our methods as per Preferred
Reporting Items for Systematic Review and Meta-Analysis
for protocol (PRISMA-P) recommendations [17], and this
checklist is included as an Additional file 3.
Types of study to be included
We aim to identify relevant evidence on the most signifi-
cant (prioritised with our Advisory Group) contexts,
mechanisms and outcomes relevant to the MCP demon-
strator sites. As it is likely that there will be, as yet, little
evidence explicitly on UK MCP models of care, we
propose to explore the literature which could be de-
scribed as the “intellectual heritage” of the MCP model
(e.g. [18, 19]).
In terms of defining evidence, decision makers in
large-scale change programmes need to draw on mul-
tiple types of evidence. We will adopt Williams and
Glasby’s [20] definition which describes “evidence” from
an evidence-based management rather than evidence-
based medicine perspective, comprising empirical
evidence from research; practice-based and experiential
evidence from service delivery; and theoretical evidence.
Our search strategy therefore will include research stud-
ies (trials and reviews), service evaluations and case
studies, in addition to thought-leading papers.
We will focus on a core of highly relevant literature,
using this to identify secondary terms and other relevant
papers, in an iterative cycle. This approach, which is well
accepted within a realist synthesis context [21], is meth-
odologically stronger than an optimally sensitive search
strategy which runs the risk of identifying such a large
volume of marginally relevant and irrelevant papers, that
time for analysis will be compromised by time spent sift-
ing candidate references.
Types of population
The population targeted by the evidence synthesis will
include patients, carers and communities receiving care
via interventions which feature in the MCP model of
care. We will also focus on staff across health and social
care involved in the design, delivery and evaluation of
interventions delivered within the MCP model of care.
Types of intervention
The synthesis will focus on the 14 MCP Vanguards
within the NHS England’s Vanguards programme. These
MCP Vanguards aim to develop extended primary care
services, “offering some care in fundamentally different
ways, making fuller use of digital technologies, new skills
and roles, and offering greater convenience for patients”,
essentially becoming “the focus of a far wider range of
care needed by their registered patients” [1]. Primary
care is a priority development area for local health econ-
omies, driven by the shift towards co-commissioning, in-
tegrated care and patient empowerment.
The MCP models of care aim to provide wrap-around
and coordinated services for patients, which, whilst fol-
lowing some standard principles, will adapt to fit with
the local context. The evidence base on system integra-
tion is variable, characterised by a lack of consensus on
what constitutes integrated care [22–24]. It is generally
accepted that no single model or approach to integrated
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care can be applied universally [25, 26] and this is evi-
dent in the models developed in the 14 MCP demon-
strator sites. A rapid desk-based analysis of the aims and
objectives of the MCP demonstrators suggests that these
models of care incorporate a number of different inter-
ventions at different levels (micro, meso and macro)
within the system, including extensivist primary care ser-
vices, multidisciplinary case management and social
prescribing.
Types of outcome
This study will review evidence relating to the stated
outcomes of MCP models, as articulated in the MCP
logic models. These relate to the quadruple aim: patient
experience, the health of the population, healthcare costs
and staff experience. The synthesis will include qualita-
tive data and quantitative measures.
Data extraction and analysis
Retrieved papers will be managed using Endnote and will
be screened by the Chief Investigator and Vanguards Rela-
tionship Lead, for relevance according to the mechanisms
identified and prioritised in the a priori framework.
We anticipate including all evidence deemed to have
satisfied the relevance criteria; several researchers (e.g.
[27]) contend that exclusion of qualitative research on
the basis of quality risks missing important insights.
Studies will be appraised using standard tools [28, 29].
Data will be extracted using a standard form to cap-
ture key characteristics necessary to understand the con-
text of the evidence; relevant concepts identified from
the a priori framework and which have emerged from
the evidence; and important findings on mechanisms
and outcomes. Thematic analysis across the selected evi-
dence base will identify confirming and conflicting the-
ories which will form the basis of a draft conceptual
model. NVivo will be used to manage data analysis.
To illustrate how the “best fit” framework analysis will
work in practice, we conducted a rapid desk-based ana-
lysis of the MCP Vanguard applications which suggests
multiple interventions and mechanisms are being devel-
oped at micro, meso and macro levels, e.g. extensivist
primary care, multidisciplinary community teams, social
prescribing (interventions), community assets and social
capital (mechanisms). A number of potential themes also
feature in guidance [11] from NHS England: design,
evaluation, integrated commissioning, patient and com-
munity empowerment, technology, workforce, leadership
and engagement.
Potential “umbrella” mechanisms and themes will be
used as a framework for data extraction against which
the literature on new models of care will be extracted
and analysed. Within each of these umbrella mecha-
nisms, we will derive if-then causal statements, based on
the literature, that seek to unpick what exactly it is about
these mechanisms that is likely to result in improved
outcomes or process variables. For example we will be
able to identify the putative active ingredients for exten-
sivist services, accountability, reduced fragmentation et-
cetera that likely result in the intended (or indeed
unintended) outcomes. We will seek preliminary verifi-
cation of these if-then statements with a convenience
sample of staff working within existing Vanguard sites.
This convenience sample will be recruited from the
current Vanguards; we will aim to represent a minimum
of five different sites.
We will seek to verify the draft conceptual model with
key stakeholders from within the MCP Vanguards and
NHS England. This will be achieved via the project’s
Advisory Group and a dedicated focus group with key
stakeholders. This is an important phase of the project,
ensuring that the model is fit for purpose and meaning-
ful to decision makers and practitioners.
Risk of bias (quality) assessment
As the MCP model comprises a broad range of activities
and mechanisms, the potential evidence base is vast and
diffuse. We anticipate that the main types of evidence
sources identified will be of four main types:
1) Before/after studies or interrupted time series from
previous or current initiatives (i.e. MCPs or forerunners
such as accountable care organisations (US))
2) Descriptive reports/case studies of current MCP
initiatives, offering contextual detail and programme
theory
3) Commentaries, editorial and opinion pieces on the
characteristics and rationale of MCPs and their
forerunners
4) Policy documents (e.g. from NHS England)
Only category 1 material is suitable for formal risk of
bias assessment. Quality appraisal will be performed on
a case-by-case basis using appropriate tools from the
Cochrane Effective Practice and Organisation Group
(EPOC) to examine bias in this category of studies (Sug-
gested risk of bias criteria for EPOC reviews http://epoc.-
cochrane.org/sites/epoc.cochrane.org/files/uploads/14%
20Suggested%20risk%20of%20bias%20criteria%20for%20
EPOC%20reviews%202015%2009%2002.pdf ). However,
we acknowledge that these tools are designed simply to
explore potential bias and, unlike Cochrane risk of bias
tools for randomised and non-randomised studies, have
not had their validity demonstrated. The remaining
three categories of evidence are anticipated to make ei-
ther a theoretical or contextual contribution, and there-
fore it is not meaningful to undertake a formal quality
assessment of such items. For these conceptual and
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contextual types of evidence, we will go beyond the con-
ventional focus on the methodological quality of studies
to employ a more reflexive approach to locate the contri-
bution of each item within the overall body of evidence
and to assess its specific contribution, according to ac-
cepted principles of realist synthesis. Where evidence is
considered to be of marginal rigour, we will iteratively and
purposively seek additional confirmatory or disconfirming
evidence. Thus we will combine the rigour of the system-
atic review process for category 1 materials with the ac-
knowledged trade-off between relevance and rigour for
the remaining categories of material [21], whilst being sure
to clearly delineate between materials selected for rigour,
for context and for conceptual contribution.
Strategy for data synthesis
This synthesis will employ best fit framework synthesis,
as a rapid tool by which to facilitate the data extraction
and analysis process, combined with realist synthesis
principles to maximise the value of the interpretative
process resulting in practicable and feasible recommen-
dations for practice. Dixon-Woods [30] suggests that
framework synthesis is “especially suitable in addressing
urgent policy questions where the need for a more fully
developed synthesis is balanced by the need for a quick
answer”. The best fit framework synthesis methodology
was developed by Carroll et al. [31] as a pragmatic vari-
ation on framework synthesis. Best fit framework syn-
thesis introduces the deductive step of developing an a
priori framework, thus “harnessing the recognised
strengths of both framework and thematic synthesis”
[32]. Best fit framework synthesis will be combined with
a synthesis following realist principles which are particu-
larly suited to exploring what works, when, for whom
and in what circumstances. The realist principles are de-
rived from work by Pawson and Tilley [33], who recog-
nised the need for methods suited to the inherent
complexity within change programmes and their evalu-
ation. The realist synthesis approach [34] has been con-
solidated and extended in more recent studies such as
Rycroft-Malone et al. [35]. The realist approach ac-
knowledges that interventions do not necessarily transfer
easily from one setting to another and offers deeper in-
sights into the contextual factors involved in change.
Following synthesis, we will offer practitioner relevant
dissemination activities to mobilise knowledge and sup-
port decision makers [36].
Discussion
Vanguards face the challenge of identifying and design-
ing interventions to deliver better value, improved out-
comes and reduced utilisation in a climate of increasing
financial pressures. MCPs, integrated care programmes
and Vanguards are all examples of system change, and
before embarking on such transformations, it is prudent
to learn from existing research and practice, to facilitate
understanding and improvements in local contexts.
Our synthesis is based around the delivery of useable
summaries and tools which can support evidence-
informed design, delivery and evaluation of new care
models in health and social care. We will deliver a full
evidence synthesis, including findings, conclusions, rec-
ommendations for further research (identification of
knowledge gaps and uncertainties) and recommenda-
tions for practice. As described previously, this synthesis
will employ best fit framework synthesis, as a rapid tool
by which to facilitate the data extraction and analysis
process, combined with realist synthesis principles to
maximise the value of the interpretative process result-
ing in practicable and feasible recommendations for
practice. This approach acknowledges and articulates
contextual factors, thus providing the “thick descrip-
tions” described by Polit and Beck [37] which help the
target audience to understand what may be transferable
to their specific contexts.
We will produce a range of outputs within the dissem-
ination strategy, influenced by Colquhoun et al.’s [38]
four key components for knowledge mobilisation as part
of the dissemination:
 Strategies and techniques (active
ingredients)—motivation, capability, opportunities
 How they function (causal mechanisms)—influenced
by a variety of contextual factors
 How they are delivered or applied (mode of
delivery)—e.g. face to face, brochure, mass media
 What they aim to change (intended targets)
As such our dissemination activities will comprise:
 A visual conceptual model, highlighting the key
findings of the evidence synthesis to appeal to busy
decision makers, which will align with the
evaluation approach of the Vanguards
 A plain English summary which system leaders can
use with local communities/patient and carer
representatives
 A live web resource to share aims, objectives and
methodology and in due course highlight key
findings and recommendations
 Briefings for local health economies/decision makers,
which incorporate key reflections to consider:
 (Co-)designing new models of care (interventions)
 Implementing new models of care (mechanisms)
 Evaluating and measuring new models of care
(outcomes)
 Barriers and enablers (contextual factors)
 Social media promotion as relevant
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Throughout the synthesis, the project team will be liais-
ing with related projects under the same theme, to explore
areas of synergy and to avoid unnecessary duplication.
One such project, also focused on the MCP model, is
seeking to identify learning from the international litera-
ture with the aim of “producing more strongly evidence-
based logic models to inform development of MCPs”.
(Rod Sheaff, Mark Pearson, Richard Byng, Helen Lloyd,
Simon Briscoe, Jose Valderas-Martinez. From programme
theory to logic models for multispecialty community
providers: a realist evidence synthesis. PROSPERO
2016:CRD42016038900).
Additional files
Additional file 1: Objectives of the Project Advisory Group. (PDF 181 kb)
Additional file 2: Core set of potential search terms. (PDF 184 kb)
Additional file 3: PRISMA-P checklist. (PDF 233 kb)
Abbreviations
CIMO: Context, intervention(s), mechanism(s), outcome(s);
MCP: Multispecialty community provider
Acknowledgements
Not applicable
Funding
This project was funded by the National Institute for Health Research Health
Services and Delivery Research programme (project number 15/77/15).
The views and opinions expressed therein are those of the authors and do
not necessarily reflect those of the Health Services and Delivery Research
programme, NIHR, NHS or the Department of Health.
Availability of data and materials
Not applicable
Authors’ contributions
AT is the guarantor of the review and principal investigator on the project.
AT, AM and AB contributed equally to designing the synthesis and drafting
the protocol. SA, SS, FB and PS participated in the study design, providing
substantial contribution to the knowledge translation components of the
review and provided feedback on the design. All authors have read and
approved the final manuscript.
Authors’ information
Alison Turner: Head of Evidence Analysis, Strategy Unit, Midlands and
Lancashire Commissioning Support Unit
Abeda Mulla: Transformation Programme Manager, Strategy Unit, Midlands
and Lancashire Commissioning Support Unit
Andrew Booth: Reader in Evidence Based Information Practice, School of
Health and Related Research, University of Sheffield
Shiona Aldridge and Sharon Stevens: Evidence Analyst, Strategy Unit,
Midlands and Lancashire Commissioning Support Unit
Fraser Battye: Senior Strategic Transformation Associate, Strategy Unit,
Midlands and Lancashire Commissioning Support Unit
Peter Spilsbury: Director of the Strategy Unit, Midlands and Lancashire
Commissioning Support Unit
Competing interests
The authors declare that they have no competing interests.
Consent for publication
Not applicable
Ethics approval and consent to participate
Not applicable
Author details
1Strategy Unit, Midlands and Lancashire Commissioning Support Unit, West
Bromwich, UK. 2School of Health and Related Research, University of
Sheffield, Sheffield, UK.
Received: 30 June 2016 Accepted: 20 September 2016
References
1. England NHS. Five Year Forward View. Leeds: NHS England; 2014.
2. National Audit Office. Emergency admissions to hospital: managing the
demand. London: National Audit Office; 2013.
3. Royal College of Physicians. Care closer to home: narrative report. London:
Royal College of Physicians; 2012.
4. Foundation H. Getting out of hospital? London: Health Foundation; 2011.
5. Ham C, Dixon A, Brooke B. Transforming the delivery of health and social
care: the case for fundamental change. London: King’s Fund; 2012.
6. Future Hospital Commission. Future hospital: caring for medical patients.
London: Royal College of Physicians; 2013.
7. England NHS. The forward view into action: registering interest to join the
new models of care programme. Leeds: NHS England; 2015.
8. Royal College of General Practitioners. The 2022 GP: compendium of
evidence. London: Royal College of General Practitioners; 2012.
9. Ham C, Walsh N. Lessons from experience: making integrated care happen
at scale and pace. London: King’s Fund; 2013.
10. Corrigan P, Craig G, Hampson M, Baeck P, Langford K. People powered
commissioning: embedding innovation in practice. London: Nesta; 2013.
11. England NHS. The forward view into action: new care models: update and
initial support. Leeds: NHS England; 2015.
12. Treasury HM. The magenta book: guidance for evaluation. London: HM
Treasury; 2011.
13. Denyer D, Tranfield D. Producing a systematic review. In: Buchanan DA,
Bryman A, editors. The SAGE handboook of organizational research
methods. London: Sage; 2009. p. 671–89.
14. Papaioannou D, Sutton A, Carroll C, Booth A, Wong R. Literature searching
for social science systematic reviews: consideration of a range of search
techniques. Health Inf Libr J. 2009;27:114–22.
15. Westhorp G. Realist impact evaluation. Overseas Development Institute; 2014
16. McPake B, Mills A. What can we learn from international comparisons of
health systems and health system reform? Bull World Health Organ.
2000;78(6):811–20.
17. Shamseer L, Moher D, Clarke M, Ghersi D, Liberati A, Petticrew M, Shekelle P,
Stewart LA. Preferred reporting items for systematic review and meta-
analysis protocols (PRISMA-P) 2015: elaboration and explanation. BMJ.
2015;349:g7647.
18. Ham C. Competition and integration in the English National Health Service.
BMJ. 2008;336:805.
19. Ham C, Dixon J, Chantler C. Clinically integrated systems: the future of NHS
reform in England? BMJ. 2011;342:d905.
20. Williams I, Glasby J. Making ‘what works’ work: the use of knowledge in UK
health and social care decision-making. Policy and Society. 2010;29:95–102.
21. Pawson R, Greenhalgh J, Brennan C. Demand management for planned
care: a realist synthesis. Health Services and Delivery Research 2016, 4(2)
22. Armitage GD, Suter E, Oelke ND, Adair CE. Health systems integration: state
of the evidence, International Journal of Integrated Care 2009;9 (2),
doi: http://doi.org/10.5334/ijic.316
23. Antunes V, Moreira JP. Approaches to developing integrated care in Europe:
a systematic literature review. Journal of Management and Marketing in
Healthcare. 2011;4(2):129–35.
24. Nolte E, Mckee M, editors. Integration and chronic care: a review. Caring for
people with chronic conditions: a health system perspective. Maidenhead:
McGraw Hill/Open University Press; 2008.
25. Macadam M. Progress toward integrating care for seniors in Canada.
International Journal of Integrated Care 2011;11(5) http://doi.org/10.5334/
ijic.563
26. Shaw S, Rosen R, Rumbold B. What is integrated care?: an overview of
integrated care in the NHS. Research report. London: Nuffield Trust; 2011.
Turner et al. Systematic Reviews  (2016) 5:167 Page 6 of 7
27. Dixon-Woods M, Bonas S, Booth A, Jones DR, Miller T, Sutton AJ, Shaw RL,
Smith JA, Young B. How can systematic reviews incorporate qualitative
research? A critical perspective. Qual Res. 2006;6:27–44.
28. Daly J, Willis K, Small R, Green J, Welch N, Kealy M, Hughes E. A hierarchy of
evidence for assessing qualitative health research. J Clin Epidemiol. 2007;60:43–9.
29. Whittemore R, Chase SK, Mandle CL. Validity in qualitative research. Qual
Health Res. 2001;11(4):522–37.
30. Dixon-Woods M. Using framework-based synthesis for conducting reviews
of qualitative studies. BMC Medicine. 2011;9:39.
31. Carroll C, Booth A, Cooper K. A worked example of “best fit” framework
synthesis: a systematic review of views concerning the taking of some
potential chemopreventive agents. BMC Med Res Methodol. 2011;11:29.
32. Carroll C, Booth A, Leaviss J, Rick J. “Best fit” framework synthesis: refining
the method. BMC Med Res Methodol. 2013;13:37.
33. Pawson R, Tilley N. Realistic evaluation. London: Sage; 1997.
34. Pawson R. Evidence-based policy: a realist perspective. London: Sage; 2006.
35. Rycroft-Malone J, McCormack B, Hutchinson AM, DeCorby K, Bucknall TK,
Kent B, Schultz A, Snelgrove-Clarke E, Stetler CB, Titler M, Wallin L, Wilson V.
Realist synthesis: illustrating the method for implementation research.
Implement Sci. 2012;7:33.
36. Davies HTO, Powell AE, Nutley SM. Mobilising knowledge to improve UK
health care: learning from other countries and other sectors – a
multimethod mapping study. Health Services and Delivery Research
2015;3(27). doi: 10.3310/hsdr03270
37. Polit DF, Beck CT. Generalization in quantitative and qualitative research:
myths and strategies. Int J Nurs Stud. 2010;47:1451–8.
38. Colquhoun H, Leeman J, Michie S, Lokker C, Bragge P, Hempel S, McKibbon
KA, Peter GY, Stevens KR, Wilson MG, Grimshaw J. Towards a common
terminology: a simplified framework of interventions to promote and integrate
evidence into health practices, systems, and policies. Implement Sci. 2014;9:51.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Turner et al. Systematic Reviews  (2016) 5:167 Page 7 of 7
